Critchett: The zEtiology and Treatment oj Iritis
In tabulating the cases where pyorrhoea appeared to be the sole cause of the iritis, it is interesting to note that there were twice as many women as men, and that the age incidence was very slight before 30, from 30 to 60 it increased, with a very sharp rise between 50 and 60, and almost ceased after 60. It will be of great value and interest to hear what our confreres of the Section of Odontology have to recommend as a preventative of this appalling state of affairs, which, starting in early childhood, pollutes the individual throughout life, or as long as he has any teeth in his jaws-all the time laying the seeds of numberless diseases in every part of the body, and many others in the eye beside iritis; in fact no structure of the eye escapes.
Sir ANDERSON CRITCHETT, Bt., C.V.O. With the very limited time at my disposal, perhaps my few remarks will be more useful if I confine myself practically to the question of the treatment of some of these cases of iritis. I dare say many will remember, nearly forty years ago, that Sir John Tweedy made the suggestion that in many instances where atropine proved ineffective, the sulphate of duboisine was a more powerful mydriatic, and in some cases I have found that where atropine was practically powerless, I have been able to break down synechia3 with that still more powerful drug. It is never necessary to use more than 2 gr. to the ounce, and that is the practical equivalent of 6 gr., or even 8 gr., of atropine. It is important to be careful that it does not go down the duct into the throat, because in some instances the toxic effects may be rather alarming. Then, I am old-fashioned enough still to believe that leeches, in the early stages of acute cases, are extremely useful; and in the more chronic cases, keeping small open blisters on the temple is sometimes of very marked benefit. I see that the President has alluded to the question of gonorrhoea as a cause of iritis. Undoubtedly it is a very frequent cause, and I would like, here, just to pay a little tribute to the memory of my old colleague and pupil, John Griffith, who was one of the first to follow out suggestions of Mackenzie, and who read an excellent paper on this subject. When he died, we lost a very valuable member of the ophthalmic world. Then I come to the question of the advantage or disadvantage of iridectomy. Some thirty years have passed since Mr. Nettleship Section of Ophthalmology introduced this subject. Those thirty years have gone and, I am sorry to say, our distinguished colleague has gone with them. The following is a short extract from the paper which he then read. With reference to iridectomy he said :
" Making every deduction for sources of error, and allowing also for the proneness of patients to attribute benefit to any active treatment, I feel little doubt that iridectomy does confer real good in some cases of iritis, and this whether an operation be undertaken during the active inflammation, or in the intervals between the attacks. The benefit sometimes takes the form of a very long term of freedom, sometimes an increase in the length of the inter-iritis periods, and sometimes a diminution in the severity of the attacks."
He then goes on to say that the cases where, in his opinion, iridectomy is contra-indicated are those of keratitis punctata, the chronic thickening of the iris, with very extensive synechiae and the existence of myopia. And these, in his opinion, were indications that iridectomy was not likely to be well borne, even if a good piece of iris could be removed. He finishes by saying:-" I am, therefore, clear that it is our duty sometimes to advise iridectomy against recurrent and obstinate iritis. I feel sure that disappointment of both the patient and the surgeon would often be avoided if the operation be held in reserve until all other plans of treatment have been patiently tried."
With reference to my own rather long experience, I do not wish to speak in any exaggerated terms, but I think I may safely say this: that few things have impressed me more than the extraordinary value of iridectomy, both as a preventative and as a curative agent, in those cases for which it is specially intended. But, and where you have to deal with a half-totten, friable, and in some instances " bomnbe " iris it is rather a big " but," the iridectomy, to be thoroughly effective, must be a good one.
As it is very necessary to have perfect quiescence on the part of the patient, I almost invariably give a general ancesthetic. I prefer to use a keratome, because I think it makes the cleanest cut, and because with it I think you can best measure the size of your wound. In introducing the iris forceps, I think it is necessary, in most instances, to go down almost to the pupillary margin, and then comes a gentle, almost coaxing, withdrawal of the forceps with a piece of included iris, and one clean cut with the scissors. I am old-fashioned enough to prefer the scissors that we used to have at Moorfields, set at right angles for the right eye, and curved for the left, though I believe many men prefer De Wecker's scissors. I prefer to keep those for the operation for which they were originally intended-namely, iridotomy. If time permitted I could quote a very large number of cases in support of my belief in iridectomy, but I should like briefly to mention one case which has occurred in my practice within the last three years. A patient was sent to me by a general practitioner in the hope that I might possibly be able to save the last lingering portion of the remaining eye. The iris of the first eye was absolutely " bombe'," and there was a closed pupil. In the second eye there was one small interval where I thought it was possible to remove a little piece of iris, and, to use a sporting metaphor, I " won by a short head on the post." Of course, I gave a general anesthetic, and, I am glad to say, I got away a little piece of iris, leaving a quite respectable coloboma. The history of the case had been that repeated attacks had taken place over a period of four or five years, and the curious part, to me, was that the patient had been in the hands of a very able ophthalmic surgeon, whom I also knew to be an excellent operator. He is not here to-night, so no withers need be wrung. He had used atropine and perhaps other mydriatics: but he had watched this case go slowly from bad to worse. I have seen the case three times since, and I have heard from the general practitioner on several occasions, and, I am glad to say, no further attack of iritis has taken place in that eye. My first impulse was to write to the ophthalmic surgeon, but on second thoughts-and they are very often the best-I decided that he might think me guilty of swagger and impertinence, so I refrained. But it is just possible that the words I am speaking to-night may reach him through our Proceedings. Of course, he may still think he was in the right and I am in the wrong: but I am not without a lingering hope that if he should read these words and another similar case should come into his keeping, he may, perhaps, give a chance to iridectomy.
Mr. J. G. TURNER.
The relation between diseases of the teeth and diseases of the eyes has interested me since the time when I worked at the Royal Westminster Ophthalmic Hospital as clinical assistant to the late John Griffith. Our object was to find out what influence septic teeth had on eye diseases. We had concluded that corneal ulcers were often very favourably influenced by extraction of such teeth when, to my great grief, John Griffith died.
